relation with a dilated ascending aorta (AAo). Cardiologists in charge of patients after TOF repair should be aware of this possibility; they actually need to be aware of quite a significant number of possible negative developments.
Indeed, personal attention to each individual person remains a major aspect of clinical medicine. Regardless of how important averages, standard deviations and percentiles may be, the subject of medical practice is still that person sitting in front me with his/her own and unique condition.
He needs that I understand what he suffers from, even if he is not able to provide me with a full medical history. I will recall some of the problems he may have.
Did he start by having palliative surgery, or did he have a primary repair? ( The purpose of these comments is not to address each and all of these questions. But both the pediatric cardiologist in charge of operated congenital patients and the adult cardiologist with expertise in congenital heart disease need to be familiar with all these issues.
In the paper by Cruz et al. the authors address again the possibility of dilatation of the AAo becoming problematic with time. AAo dilatation in TOF is a well-known occurrence. As Cruz et al. point out, it has been postulated that longstanding volume overload of the aorta before TOF repair may be responsible for aortic dilatation. They also mention that a wide range of prevalence of aortic dilatation in TOF has been published. The morphologic features of TOF, which are present since intrauterine life, stimulate aortic development beyond normal, as all right-to-left blood shunting at the ventricular level increases aortic blood flow and promotes aortic growth.
According to the findings of Cruz et al., this appears to be more likely to happen in men who underwent repair later in life, and may eventually lead to aortic valve regurgitation. Left ventricular mass index is the only factor independently associated with AAo dilatation in this study. Aortic valve regurgitation is more common in patients with pulmonary valve atresia with VSD, a patient group the authors decided not to include. This decision could be viewed as arguable, since pulmonary valve atresia with VSD and TOF may be no more than different degrees of the same basic disease. The condition is in fact also often called 'TOF with pulmonary atresia'. In addition, it is not certain that groups 1 and 2 (without and with AAo dilatation, respectively) in Cruz et al.'s study represent anything more than variations in severity, or time-related differences between patients belonging to the same group. Nevertheless, the study has the merit of stressing the importance of progressive AAo dilatation and the risk of Ao valve incompetence. It is reassuring to note that aortic dissection is rare. It is difficult to ascertain whether the possible intrinsic histological abnormalities of the aortic wall, to which the authors refer, 5 are a cause or a consequence of the disease.
As the authors point out, there could be some institutional bias in their study resulting from its single-center nature. Still, this large prospective cardiovascular MRI study is relevant and suggests that the new imaging techniques are becoming widespread and an ever more useful tool.
Cruz et al. consider that AAo dilatation following TOF repair is best assessed by cardiovascular MRI, due to its accuracy and lack of ionizing radiation, and they suggest that this should be done at three-year intervals. This is perhaps one of the most interesting take-home messages of this paper.
In dealing with the most common form of cyanotic congenital heart disease it is essential to remember that most patients with TOF repair do well. But, as in many other fields of medicine, physicians need to be aware of the negative effects that may develop as a result from sequelae, residuae and complications, or simply as a late consequence of the nature of the original disease. Only by doing so will they be able to provide the personal and compassionate attention that each individual patient expects from his physician.
